Medical treatment is always employed in ulcerative colitis and frequently controls the condition but in about 25 % surgery is required. These are the most important indications:
(1) Failure of medical treatment to keep the patient fit enough to live a normal life. For example, to avoid repeated hospitalization, chronic ill-health and malnutrition (Case III) or when an acute case fails to respond to medical treatment.
(2) The danger of malignant disease following chronic ulceration. This danger has been emphasized by many writers abroad, particularly in the United States. It has been perhaps overstressed, but when the disease has been present for more than ten years, everyone would agree that a scarred, ulcerated or strictured colon is a potential danger to the patient and better removed. This does not refer to the mild forms of the disease with only slight changes in the bowel.
(3) In fulminating cases when the patient's condition is deteriorating under medical treatment. In these patients surgery is an urgent emergency measure with ileostomy (preferably with total colectomy) as the first stage.
(4) The complications of hemorrhage (Case I), perforation, pericolic abscess (Case IV) and obstruction (for example by stricture) are clear and often urgent indications for operation.
Once it has been decided that surgery is neces-i' sary all agree that total colectomy is an essential part of the operation. We can now discuss the indications and contraindications for ileorectal anastomosis (I.R.A.), compared with total proctocolectomy and permanent ileostomy.
There is, it is true, a weight of opinion in America and in the United Kingdom towards proctocolectomy, but at the Gordon Hospital, where we have 700 cases under observation, we differ from this view. When we speak of surgery for ulcerative colitis, we mean total colectomy and I.R.A. It is quite exceptional for us to leave a permanent ileostomy-in fact, out of some 175 patients submitted to total colectomy, it has been necessary to remove the rectum in only 7. The operation entails the removal of the whole colon. The rectum is divided through its upper third. The ileum is anastomosed to the rectum where this is covered by peritoneum anteriorly, i.e. its middle third. The remaining rectum is, therefore, about 10 cm. in length. In severe cases with a heavily infected rectum the operation is performed in two stages: first, a total colectomy with ileostomy, then an anastomosis of the ileum to the rectum. The interval between these two stages varies from a few weeks to two years.
INDICATIONS FOR REMOVAL OF THE RECTUM
Removal of the rectum may be necessary for the following reasons:
Fistulh.-In the past, patients with fistula-inano have been considered unsuitable for I.R.A. but, in our experience, the majority of fistulk heal after total colectomy and ileostomy and these patients have been successfully treated by a second stage anastomosis. On occasions a high fistula-in-ano or a rectovaginal fistula may fail to heal after the colectomy which is an indication for a second-stage abdomino-perineal excision of the rectum.
An example of such a case, where removal of the rectum was required, was a woman of 67 years with multiple fistula around the anus and widespread skin necrosis. She was also incontinent. When lying on her side the anal canal was so patulous that the ampulla of the rectum was in full view when the buttock was lifted. After total colectomy in 1955 she gained several stones in weight, but her rectal control did not improve with physiotherapy. Here I did not feel justified in making an anastomosis and so I removed the rectum. She remains well and is now 71 years old.
Malignant disease.-We all recognize the possibility of malignant disease developing in the colon or rectum in these patients, particularly when the disease has been present for ten years or more, but it is satisfactory to record that even a severely inflamed rectum with pseudo-polyps (Cases III and IV) and strictures (Case II) can return to normal or near-normal after a colectomy and anastomosis. We have patients in whom an anastomosis has been functioning for twelve years and whose rectums remain healthy. A young patient with more than ten years' severe disease should be considered as a probable candidate for proctocolectomy unless the rectum has never been severely inflamed.
Contracted rectum.-Fibrous stricture of the rectum has been regarded as a contraindication but we have found that most strictures can be dilated and the rectum thus made suitable for anastomosis. Even a shrivelled rectum, which will not admit a finger, can be gradually dilated to a calibre which permits a second-stage I.R.A. and normal bowel actions (Abel, 1959) . In exceptional cases the rectum is beyond such treatment and is a danger to the patient. In only one case (with a ten-year history) have I been obliged to remove the rectum on account of stenosis.
SEVERE RECTAL INVOLVEMENT
It is quite untrue to say that a rectum which is severely involved by disease, showing pseudopolyps or stricture, is unsuitable for I.R.A. All of us who practise this method (Aylett, 1959, reported 100 cases of colitis treated by this technique) have seen patients with severe proctitis in whom the rectum has become normal after total colectomy and ileostomy and in whom anastomosis has been successfully performed. The interval between the colectomy and the "hook-up" varies from a few weeks to many months. Case II had severe proctocolitis (see Fig. 1 ) with pseudo-polyps and stricture extending to the anus. A total colectomy and ileostomy was performed in July 1953. Daily dilatation and irrigation of the rectal stump gradually restored its lumen and the anastomosis was performed in February 1954. He remains well.
In conclusion, therefore, though we admit the need for total proctocolectomy in exceptional cases, we feel that for most patients the most rational surgical treatment is total colectomy and ileorectal anastomosis in one or two stages. We know that a diseased rectum can heal, pseudopolyps disappear, strictures be controlled and fistule close.
Ileorectal anastomosis is therefore indicated for all patients requiring surgery, with only the few exceptions we have mentioned.
